family members including his three younger siblings had similar lesions. The child was otherwise normal except for complaints of occasional low-grade fever. On examination, numerous close set xanthomatous lesions chiefly comprising of flat-topped papules of various sizes, the largest being 7 mm in diameter were seen on face, trunk, back, upper arms, axillae and groin creases. Eyelids were spared, so was the scalp. Few lesions showed central umbilication. The papules were discrete with no tendency to coalesce. There was a line of demarcation just above the buttocks, below which the lesions were conspicuously absent (except a few in popliteal fossae). The papules were firm on palpation and were nontender. Hair, nails, oral and genital mucosa were normal. General examination revealed no abnormality. There was no lymphadenopathy. A differential diagnosis of benign cephalic histiocytosis (BCH) and xanthoma disseminatum were considered. All hematological investigations including the serum lipid profile were normal. Ultrasonography abdomen-pelvis and chest X-ray revealed no abnormalities. Histopathological examination of one of the papules showed a thin epidermis, dense histiocytic infiltrate in the upper and mid dermis with numerous foam cells and a moderate numbers of foamy multinucleate Touton giant cells [ Figure 2a ]. The lower epidermis showed mild infiltrate with hyalinization of collagen. Immunohistochemistry showed positive staining for CD68 and was negative for CD1a [ Figure 2b ].
INTRODUCTION
P apular xanthoma (PX) is a rare form of Non-Langerhan cell histiocytosis, which primarily affects adults. It is characterized by development of yellow to reddish-yellow papules and nodules of 2-15 mm diameter occurring chiefly over back and neck. It was first reported in adults, but subsequently PX in children also came into view. [1, 2] There is a marked difference between presentations of PX in adults and children, as in children no involvement of mucous membranes has been reported. The disease is self-resolving in children, while in adults progressive disease has been reported. [3] We report a case of PX in child for its rarity. 
CASE REPORT

DISCUSSION
Many of the histiocytic disorders originating from the cells of the dermal dendrocyte lineage affect children, particularly juvenile xanthogranuloma (JXG), BCH and PX.
Papular xanthoma is a normolipaemic nonLangerhans cell histiocytosis and a rare disorder. Apart from children it is reported in adults as well. [1, 2] It is characterized by yellowish-brown papules and nodules over skin of the face, trunk, and limbs. In adults, mucous membrane is also involved, but not in children. In children the disease resolves spontaneously leaving anetoderma like scarring, [4] but in adults the disease may be progressive. [3] Systemic involvement does not occur. Serum lipid levels are always within normal limits [5] although qualitative abnormalities in lipoproteins may be present. [6] Histologically, it is characterized by a dense distribution of foamy macrophages interspersed with numerous Touton giant cells.
The clinical, histologic and immunohistochemical findings are typical for PX and help to differentiate it from other xanthomatous lesions. In PX, histiocytes are positive for CD68 and factor XIIIa and negative for S100 and CD1a. [2, 4] A series noted positivity for macrophage markers such as KiM1p, CD68, and HAM-56. [7] There are some case reports of PX occurring in association with systemic disorders. Darwin et al. have reported a case of generalized PX in a patient with Sezary syndrome. [8] Lima et al. reported a patient with cutaneous PX who later developed a CD3 (/+dim)/ CD4(+) T-cell lymphoma. [9] Though there is a widespread involvement of body by papules, a case of PX with localized involvement of knees has been reported. [10] Treatment is not needed in children with PX as the condition is self-limiting in them. In adults, the disease is progressive, and no treatment has been reported to be effective. Though there is a case report of an adult PX being resolved satisfactorily with doxycycline. [11] Juvenile xanthogranuloma is characterised by presentation in infancy, single or few lesions, involvement of mucous membranes, presence of telengiectasia and involvement of visceral organs such as lung, liver, spleen, testes, pericardium, gastrointestinal tract, kidney, deeper soft tissues and central nervous system. Histopathology (HPE) reveals mixed cellular dermal infiltrate comprising of histiocytes, lymphocytes, eosinophils, occasional neutrophils, plasma cells and extending into the subcutaneous fat.
Benign cephalic histiocytosis (considered by some to be a variant of JXG), also presents in early childhood. Papules, nodules or plaques first develop on the cheek and spread to the forehead, earlobes, and neck.
Xanthoma disseminatum presents with multiple papules and nodules, symmetrically distributed over the trunk, face, and extremities. These lesions become confluent to form plaques. Mucous membranes are involved in 30% of cases. Meningeal involvement is common and occur in the form of diabetes 
